group.bmj.com on January 28, 2018 -Published by http://heart.bmj.com/ Downloaded from Wassermann reaction without benefit. His symptom gradually increased in severity until he was unable to work or to walk more than 30 yards. He was completely incapacitated in spite of using up to 30 nitroglycerin tablets per day.
On examination he was normally developed with a A normal pulse and a blood pressure of 130/80 mm.Hg.
The heart was not enlarged. A very soft early diastolic murmur along the left sternal border suggested slight aortic regurgitation. The chest radiograph showed normal cardiac and aortic outlines, and the resting electrocardiogram was within normal limits. An effort test showed ischmmic S-T segment depression (Fig. 1) . performed revealing complete occlusion of the left coronary ostium due to initimal proliferation. There was also slight narrowing of the right coronary ostium. The right coronary artery was cannulated and perfused with cold, oxygenated blood throughout the procedure.
As the left coronary ostium could not be seen, endarterectomy was commenced at the edge of the aortotomy and extended down towards the usual site of the left coronary ostium. As soon as the ostium was entered, there was a retrograde flow of bright red blood. This area was then widely cleared by endarterectomy. To prevent dissection, the intima of the coronary artery was sewn back into the ostium with a continuous 6-0 silk suture, as was the distal edge of the aortic intima, where the endarterectomy had been commenced. The aortotomy was closed with interrupted and continuous 4-0 silk sutures and the aortic clamp removed. After re-warming, the heart was defibrillated, bypass was discontinued at 340 C., and the heart took over with a good beat.
The post-operative course was uneventful, the patient being discharged 3 weeks after operation completely free of pain. The post-operative electrocardiogram showed T wave inversion of post-operative pericarditis at rest, but no ischemic changes developed on severe effort. Subsequent follow-up has been equally satisfactory with complete relief of all symptoms.
Five months later the electrocardiogram was normal at rest and on effort (Fig. 3) . Selective coronary and aortic cine-angiography now showed normal filling of both right and left coronary arteries with complete involution of the collateral channels (Fig. 4) . The degree of aortic regurgitation remained unchanged.
Case 2. A white woman, aged 60, presented in 1962 with angina pectoris of 6 months' duration, of progressive.severity culminating in pain at rest. Her pain was always promptly relieved by nitroglycerin. She was only slightly dyspnceic on effort and had no other symptoms of cardiac decompensation.
On examination she was healthy looking but had a collapsing pulse and Corrigan sign in the neck. The blood pressure was 220/40 mm.Hg. A slight thrill was palpable over the carotid artery. The cardiac apex was not displaced but the apical thrust suggested an overfilled left ventricle. On auscultation she had a short ejection systolic murmur (2/6) heard all over the front ofthe chest but maximal to the right of the sternum and conducted to the neck. Along the left sternal border there was a long early diastolic murmur of aortic regurgitation. At the apex a rumbling mid-diastolic murmur interpreted as an Austin Flint murmur was present. Radiography showed minimal cardiac enlargement with a conspicuously dilated aorta. The electrocardiogram showed the features of left ventricular hypertrophy.
The initial clinical impression was that of rheumatic aortic valve disease with dominant aortic regurgitation, but the disproportionate degree of cardiac ischmmia raised the question of superimposed coronary atheroma. Serological tests for syphilis, however, proved strongly positive, suggesting the diagnosis of syphilitic aortitis with aortic regurgitation and coronary ostial narrowing. The patient was given a full course of penicillin treatment for syphilis without any change in her symptoms. 
DISCUSSION
Cardiovascular syphilis has become a rarity in most countries, since the introduction of penicillin treatment has all but eliminated the tertiary manifestations of the disease. Among the less advanced sections of our population, cardiovascular syphilis is by no means uncommon. In this hospital it accounts for approximately 0-6 per cent of all cases of cardiovascular disease: 02 per cent among the Whites and 1-2 per cent in the non-Whites (Schrire, 1964) .
We suspect syphilis as a cause of angina pectoris in the younger age-group, especially if other evidence of syphilitic aortitis is present. Disproportionate angina pectoris in the presence of aortic regurgitation as in our Case 2 suggests syphilis. Positive serological tests for syphilis are often useful in diagnosis but also occur quite frequently as an incidental finding in patients with coronary atheroma.
Coronary angiography is the only certain way of establishing that the obstruction is localized to the coronary ostium and that the rest of the coronary vascular tree is normal, serving to differentiate this condition from the much more common atheromatous obstructions that tend to be multiple and slightly more distally situated in the main coronary trunks. Aortic angiography may also be indicated to assess the degree of aortic regurgitation.
Angina pectoris due to granulomatous syphilitic ostial obstruction may improve following a course of penicillin therapy, but this did not occur in our cases, making surgical intervention imperative. Because of the relative accessibility of the coronary ostia and because the rest of the coronary vascular bed is generally normal the post-operative results are likely to be extremely gratifying, unlike the results of endarterectomy in most cases of occlusion due to coronary atheroma.
SUMMARY
Two cases of syphilitic coronary ostial obstruction with severe angina pectoris are reported. In one of these the site of the ostial obstruction and the normality of the rest of the coronary arterial tree were demonstrated before operation by cine-angiography. Successful treatment by endarterectomy of the coronary ostia with complete relief of symptoms in both cases is reported. Angiographic confirmation of the successful result was obtained in one case.
The incidence of syphilitic aortitis, its diagnosis, and the indications for surgical treatment are briefly discussed. 
